Brown's syndrome, the limitation of upgaze in an adducted eye relating to a malfunction of the superior oblique tendon and trochlear complex, is well recognised in the ophthalmological literature1 but is rarely reported in the neurological literature2 and does not appear in a range of standard neurological textbooks.
in a range of standard neurological textbooks.
We report a young woman with Brown's syndrome who was initially thought to have a partial third nerve palsy. The correct identification of this syndrome prevented inappropriate invasive neuroradiological investigations being carried out. Subsequent investigations found her to have rheumatoid factor positive palindromic rheumatism.
A previously fit 34 year old woman presented with a history of worsening painful diplopia on right gaze. Eight days previously she had first noted a continuous pain in the inner, upper aspect of her left orbit. Two days later she became aware of diplopia on looking to the right, especially on looking up, where the images were vertically displaced. Looking up and to the right increased the pain. Over the next four days the diplopia worsened, occurring on smaller movements of her eyes to the right.
General examination at presentation was normal. Corrected visual acuity was 6/6 on the right and 6/9 on the left. Pupils were normal. The painful ophthalmoplegia was initially interpreted as being due to a progressive partial third nerve palsy particularly involving the inferior oblique muscle. Computed tomography and orbits and a tensilon test were performed. Both of these were normal.
A Hess chart was obtained (figure), which identifies the limitation of elevation in adduction of the left eye with associated compensatory overaction of the right superior rectus. There was minimal limitation of left superior oblique action and this is consistent with the minimal diplopia reported in downgaze. This appearance of the Hess chart taken with the clinical picture is diagnostic of restriction of the superior oblique muscle (Brown's syndrome).
Full blood count, erythrocyte sedimentation rate, and C reactive protein and glucose concentrations were normal. Antinuclear antigen was borderline positive (+), with a diffuse pattern. Tests for antibodies to double stranded DNA and other diagnostically specific nuclear and cytoplasmic antigens were all negative. Rheumatoid factor was positive at 1/15 120. Formal rheumatological assessment found a 13 year history of intermittent painful ankle swelling, occurring for two to three days at a time, and a two year history of right shoulder pain. Examination showed a painful arc syndrome affecting the right shoulder. These findings led to a diagnosis of "palindromic rheumatism", which in a proportion of patients, may evolve into a fully expressed disorder such as rheumatoid arthritis.
She declined a local injection of steroids to the trochlea, and was therefore managed conservatively. On review two weeks later her diplopia was clearly improving and at 10 weeks (figure) she had minimal diplopia. At four months full recovery had occurred.
This patient had diplopia due to restriction of superior oblique action, with pain at the site of the trochlea, no structural orbital lesion, and a serological marker for rheumatoid arthritis. This constellation of findings is diagnostic of inflammatory Brown's syndrome.
The initial assessment misinterpreted the limitation of elevation in adduction (the primary direction of action of the inferior oblique muscle), and a reluctance to adduct the eye as indicating a partial third nerve lesion. As 
